Introduction
The delivery of psychiatric care is a subject of considerable interest and importance to policy makers, health service planners, clinicians and consumers alike. In the present era of the development of community psychiatric services the main focus has been on the attempt to define the constituents of a comprehensive service'. An alternative planning approach which has to date received rather less attention in this country, is to elucidate the characteristics of services and the format of their delivery which render them of maximum benefit totheir users. The French psychiatrist Phillipe Paumelle, an early proponent of community-based services enunciated the principles of effective delivery of care; (i) coordination of care; (ii) continuity of care; (iii) integration of care. This delineation goes some way to clarify what ought to constitute the components of optimal service delivery-but it also raises a number of questions about current practice. In particular it begs the question 'to what extent In terms of the traditional services hospital-based outpatient clinics have perhaps been the most researched to date. The evidence suggests that the psychiatric care provided does not accord well with the identified needs of general practitioners on many
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are the services and the manner in which they deliver care regarded as appropriate and satisfactory by service users?' In Great Britain the majority of mental health service users are referred by their general practitioners whose role in the provision of care to the mentally ill has become even more important in recent years. It is clear from the seminal work of Shepherd" (1966) and later Goldberg? that between one-fifth and one-quarter of the work of primary care practitioners involves the care of the psychologically disordered. This early work identified that the majority of these patients suffer from neurotic conditions and personality disorders. More recent statistics suggest general practitioners today adopt a psychosocial approach and more likely to categorize such patients as having social problems", In addition it has been a generally held belief that while GPs provide a service for this 'walking well' section of the spectrum, the care of the seriously mentally ill is undertaken by the specialist mental health services. More recent evidence suggests that this is not the case. In their development of the South Camden case-register, Pantellis and Taylor" identified that only 60% of the known schizophrenics in the area were in continuing contact with the psychiatric services. Likewise Lee and Murray? studying a group of chronically ill patients found that over half had lost contact with the hospital services. With the growing numbers of patients discharged from long-stay hospitals and provided for in the community, it seems inevitable that the role of the GP as the point of first contact for those with mental disorders will grow. The question of how best the specialist services can support the GP in this role deserves some attention. Figure 1 outlines some of the principal interfaces at which outpatient, and to some extent emergency care is delivered between generalist and specialist services. Until the last few decades hospital outpatient clinics formed the main service link between psychiatrists and general practitioners. Within fairly recent years there has been a proliferation of referral destinations for outpatient consultations including community mental health centres, primary care based liaison attachment clinics and crisis intervention teams. There have been few systematic examinations of the appropriateness and usefulness of these various provisions and the quality of the care delivered.
The domiciliary service
The domiciliary consultation scheme was introduced at the inception of the National Health Service. Although psychiatrists are second only to geriatricians in the number of visits undertaken annually (89 per consultant) there is a paucity of systematic evaluations of the outcome of such visits, descriptions of the client group served and consumer satisfaction. Evidence now suggests that relatively few domiciliary visits now conform to the original intention which was that of a joint visit by specialist and primary care physician which would enhance communication and continuity of care. Critics point to the need for evaluation of a scheme which costs the health service £20 million per year 12 • General practitioners and the delivery of care
In the brief examination of the traditional services presented above little attention has been paid to what GPs consider important in the delivery of psychiatric care to their patients. In an attempt to answer this question ajoint working party of general practitioners and mental health services personnel in a district of South London composed a questionnaire to ascertain the views of the 153 district GPs. The major aims of the initiative were to distinguish the components of the current services which the GPs found appropriate to the needs of their mentally ill patients and to obtain their views on future developments.
In the district referrals were most commonly directed towards the emergency services, provided in this area by a 7-day, 24-h emergency clinic or consultant domiciliary assessment. Outpatient clinics were held almost exclusively in the hospital setting and inpatient admission was made to three hospitals.
Method
All general practitioners in the district, were sent a three-part questionnaire, the first section of which was concerned with their use in the past 12 months ofthe emergency and domiciliary services provided by the hospital, their views on the principle benefits of these services, and their ratings of the necessity of proposed improvements in the two. Parts two and three of the questionnaire evaluated similarly their utilization and views on the present and future services for outpatients and inpatients. Visual analogue scales were used throughout to assess levels of satisfaction and opinions on the value of proposed developments of the services. 63% of the doctors circulated responded.
Results
The results of this study are described in detail elsewhere (Strathdee G, Connolly J, Higgs R, et al.,
unpublished report) and this paper will present only descriptions ofthe GPs views on the elements relating to the delivery of the service. parameters. Williams and Wallace" described what could be perceived as a significant mismatch in communications between referrer and consultants, a finding replicated by Pullen and Yellow lees a decade later", Kaeser and Cooper!" found only just over half of the GP referrers and patients satisfied with the outcome of referral. In his series of thought-provoking articles Todd!' questioned the ability of outpatient clinics in all specialties including psychiatric clinics to provide either coordinated care or continuity of care. His claim that the prime function of the clinics is not the delivery of patient care but, rather to provide training fodder for an ever changing series of junior doctors is not entirely unfounded.
Primary Care Clinics
Community Mental Health Centres Figure 2 outlines the views of the general practitioners on the necessity for three innovations for dealing with emergency situations. Their responses were analysed on the basis of their present utilization of the emergency facilities. Those who had referred up to two patients in the past year were classed as low users while those referring more than 10 patients per year were considered high users. An outreach, community-orientated approach in the form of a crisis intervention team was particularly favoured by present low users of the service. The need for a consultation and treatment service for patients who had taken overdoses or attempted other forms of parasuicide was also a popular perceived need particularly by those who frequently used the service. Just under 50% of the doctors felt that the treatment of patients in crisis could be improved by the introduction of one or two emergency 'slots' for patients in the regular outpatient assessment clinics. The need for a mechanism whereby patients could be rapidly assessed if perceived in need of formal admission to hospital was considered essential by over three-quarters of the respondents in both groups.
GPs evaluation of the outpatient consultation services Twenty-one per cent of the GPs were satisfied that with the length of time between referral and outpatient appointment while the remainder indicated that the waiting list was too long. Communication by means of the assessment letter was considered adequate by just under 60% of the sample although 55% were dissatisfied with the delay encountered in receiving it. In general there was satisfaction with the outcome of the consultations, with 54% convinced that patients were not retained unnecessarily in hospital care rather than transferred back to their own doctors at an appropriate point in the treatment. Only 12%of the doctors however were totally satisfied with the access given to a consultant opinion, one respondent commenting that this appeared an inevitable result of teaching hospital practice. In terms of the future development of outpatient services low users were of the opinion that the facility to refer to a named consultant would be more satisfactory. Forty-four per cent considered that advice on what constituted appropriate referrals would be useful. The proposal to implement telephone consultation sessions with senior psychiatrists was not regarded as helpful. Seventy-one per cent of the high users indicated that consideration should be given to shortening the waiting lists. Table 2 summarizes the most popular ideas which related to suggestions for enhancing communication and the greater involvement of the referring doctors in the actual management of their patients. These included enlarging the 'management section' of the assessment letter and providing regular 6-monthly review letters to GPs on the management plans for their chronic patients. There were general high levels of agreement that the provision of more information in the form of a directory of hospital departments, the form and uses of therapies available and named contacts who could be either written to or telephoned to advise on matters of appropriate referral were essential. There was, interestingly, less concern that patients should have available to them comparable information booklets on their illnesses, therapies available etc.
The strategic organization of the district services While the word sectorization was not specifically mentioned the GPs were in favour of having a named consultant responsible for their geographic patch. In general the GPs were uncertain about the need for the 'attachment' of professionals such as psychiatrists and psychologists to their surgeries. The notable exceptions to this were the few practices who already had either psychiatrists or psychologists undertaking sessions in the surgeries who were overwhelmingly enthusiastic about their experiences. Most, however, wanted direct access to psychologists and community practice nurse services.
Summary and implications
A summary of the elements of service the GPs believed necessary to the effective delivery of care comprises: (i) communication; (ii) continuity of care; (iii) coordination; (iv) outreach; (v) ? integration; a list not dissimilar to that of Paumelle. The GPs appear to be arguing in favour of the implementation of practical organizational structures which enhance communication, provide greater continuity of care with their own greater involvement in the management of patients and better coordination of services.
The traditional forms of service as described above certainly did not accord well with these stated GP principles. Examination of the more recent developments is for the most part largely descriptive. Community mental health centres have developed in this country in emulation of the American model. Critics have pointed out that this replication has failed to utilize one of the major resources present in the British system (and almost totally non-existent in the American service), the primary care service". In general, community mental health centres function in parallel to, rather than in tandem with the primary care level. The statistics presented by Bouras'! reveal that as in the American experience they tend to attract a spectrum of clients who constitute the worried well, rather than the seriously ill. Their ability to provide a coordinated service which offers continuity has yet to be established.
The dissatisfaction of many practitioners with the hospital outpatient system was one of the main reasons given by the growing number of psychiatrists who moved their clinics to the primary care setting". They have expressed the view that they are able to offer an improved standard of care with the development of practical strategies to enhance coordination and continuity of care!". Examples include better availability of background information, joint assessment and management of patients and easier exchange of information.
However, as Tansella-? advocates, the development of these and other new service formats in the present climate of resource limitation should be accompanied by systematic evaluation both of the process and outcome of the service provided and a determination of their ability to deliver appropriate care with the hallmarks identified by both psychiatrists and general practitioners above.
